to other life-threatening traumas. There is some evidence that rape is more pathogenic than any other form of violent crime (Kilpatrick et al, 1987) .
The term 'rape trauma syndrome' was first used in the 1970s to describe a range of psychological, cognitive, emotional and behavioural responses to rape (Burgess & Holmstrom, 1974) . Although lacking an empirical basis, it nevertheless represented the first attempt to describe and define the nature of women's responses to rape. Rape trauma syndrome is now regarded as a variant of PTSD (American Psychiatric Association, 1994) .
Symptoms of PTSD (intrusive recollections, avoidance and hyper-arousal) are present in the majority of rape victims for several weeks following the assault (Steketee & Foa, 1977) . However, these symptoms resolve rapidly, so that, at three months post-assault, even in the absence of specific intervention, most victims no longer meet full diagnostic criteria. Rapid spontaneous resolution of generalised and phobic anxiety (Kilpatrick et al, 1979) and depression also occurs in the majority of victims. The
Reactions to rape (Box 1)
Although most rape victims do not develop chronic psychiatric disorder, the experience of rape and serious sexual assault is associated with mental health disturbance in a significant prop ortion of victims (Kilpatrick et al, 1985; Mezey & Taylor, 1988) .The psychological sequelae of rape include post-traumatic stress disorder (PTSD), depression, generalised and phobic anxiety and substance misuse. The profound and long-term consequences reflect the violent, terrifying and traumatic nature of rape and parallel the responses Mezey development of persistent PTSD is predicted by three offence-related lements: a completed rape, physical injury and the perception of life threat (Kilpatrick et al, 1989) , as well as by the failure to show an initial rapid resolution of symptoms within the first two weeks following the assault (Rothbaum et ai, 1992) . Apart from PTSD, the most persistent reactions following rape appear to be intense fears of raperelated situations and general diffuse anxiety (Ellis et al, 1981; Kilpatrick Ã©tal, 1981; Calhounef al, 1982; Rothbaum et al, 1992) . Depression is a common response in the immediate to short term, but appears to be less persistent (Frank & Stewart, 1984) . Many victims of rape experience temporary impairment of social functioning, in particular social withdrawal and avoidance, and restriction of former interests and activities (Kilpatrick et al, 1979; Nadelson et al, 1982) .
Sexual dysfunction is fairly common after rape, usually reported as decreased enjoyment, due to re-experiencing symptoms and flashbacks, rather than decreased frequency of the sexual act (Nadelson et al, 1982) . Sexual problems appear to be more of a problem for victims of acquaintance rape, because of the implicit betrayal of trust which is then assumed to be manifest in all subsequent intimate relationships. Particular acts which the woman is made to perform during the assault may in themselves become intensely aversive.
Around 20-25% of women develop long-term psychological and social problems, including problems in intimacy and trust, persisting anger and irritability, helplessness and excessive dependence, loss of confidence and self-esteem. For most women, the rape and its aftermath shatters previously held assumptions about safety, trust, sexuality, intimacy and the predictability of the future (McCann et ai, 1988) . Sexual violation is often associated with a sense of loss, as if a part of oneself, real or symbolic, has been destroyed. Long-term disorder may be predicted by certain characteristics of the rape situation or of the individual victim (Box 2). The identification of prognostic variables may be helpful in allowing resources to be differentially targeted to the more vulnerable groups.
Treatment
Many of the principles underpinning the treatment of victims of rape apply equally to victims of trauma more generally. Treatment aims (Box 3) and approaches (Box 4) are summarised below.
Box 2. Impediments to recovery
Victim-related Prior adjustment problems Sales et al, 1984 ) Past history of drug or alcohol misuse (Burgess & Holmstrom, 1978 ) History of prior sexual victimisation (Ellis et al, 1981; Ruch & Chandler, 1983) Assault-related Nature of assault -completed z'. attempted rape Perception of life threat Physical injury (Kilpatrick et al, 1987) Post-assault High levels of distress in the immediate aftermath (Rothbaum et al, 1992 ) Lack of social support (Norris & FeldmanSummers, 1981; Ruch & Chandler, 1983) Various approaches should be considered depending on the victim's stage of recovery and the nature and extent of the conditions being treated. In ordinary circumstances, women are assisted through the recovery process by friends, family and their social network. Acute intervention is generally provided by voluntary organisations such as the National Association of Victim Support Schemes (NAVSS) or by general practitioners, without any referral to psychiatric services (Box 5). In general, psychiatrists get to treat cases only where there has been a failure of the normal process of recovery, resulting in persisting psychosocial or functional impairment.
Box 3. Aims of treatment
To normalise the woman's response to the rape To restore sense of power, dignity and control To reduce rape-related psychopathology To prevent emergence of long-term illness and maladaptive coping behaviours To encourage restoration of healthy psychosocial functioning To facilitate contact with community groups e.g. rape crisis centres, victim support services, etc. To assist partners and family members in coming to terms with the rape
Box 4. Treatment approaches
Acute preventive interventions -intended to prevent or minimise chronic post-traumatic reactions (Raphael et al, 1996) ; e.g. criminal incident stress debriefing (CISD; Robinson & Mitchell, 1993) and crisis intervention (Caplan, 1964) Acute treatments -the need for security is an overriding principle, prior to embarking on any therapeutic intervention. Acute treat ments may include pharmacotherapy, brief behavioural interventions (generally independent therapy) or EMDR Treatment of long-term disorder-cognitivebehavioural therapy; pharmacotherapy; psychodynamic therapy (individual or group); EMDR In terms of evaluating specific treatment interventions, there is little justification in intervening therapeutically before the natural process of recovery is complete. As with bereave ment reactions, there is a 'normal' and a 'pathol ogical' response to rape, defined in terms of severity, degree of impairment and chronicity, which should determine the psychiatric response. Premature mÃ©dicalisation of problems may prevent the woman from drawing on the support of her social network, may be stigmatising in terms of labelling her reactions as 'abnormal', may reinforce her feelings of helplessness and lack of control, and encourage dependency. Furthermore, any apparent improvement in symptomatology is likely to be mistakenly attributed to treatment as opposed to passage of time.
Group treatment (Cryer & Beutler, 1980) can be helpful in normalising the woman's reactions to the rape and in allowing her to make meaningful connections with the experiences of other women. However, there may be a risk of re-traumatisation, through having to witness the accounts of other rape survivors, who may be at a much earlier stage of recovery. In a controlled study of three types of group therapy for rape victims, stress inoculation training was compared with assertiveness training, supportive psychotherapy and a waiting-list control group (Resick et al, 1988) . All three active treatments were equally effective in reducing raperelated fear and intrusive and avoidance symp toms, but had little effect on measures of depres sion, self-esteem and social fears. The control group did not show change.
There is no clear evidence that recovery is influenced by the gender of the therapist, but it is clear that many women who have been raped express a preference for a female therapist. Wherever possible, there should be provision to comply with the patient's wishes. However, the attitude and sensitivity of the counsellor, rather than their gender, may ultimately be critical in gaining the woman's trust and confidence. Given the similarity of response to rape by men and women, male victims are likely to require similar treatment approaches (Mezey & King, 1992) .
Crisis intervention and debriefing
The experience of rape represents a crisis (Caplan, 1964) There is conflicting evidence about the efficacy of crisis intervention. While it may enable the identification of vulnerable individuals, there is no real evidence that it prevents the emergence of long-term psychiatric disorder (Raphael cf al, 1995) . Even more worrying are recent findings that debriefing may artificially prolong recovery and be associated with a worse prognosis (Kenardy et al, 1996) . It is argued that the use of debriefing packages may be potentially harmful for individuals who use denial and avoidance as part of their coping style. Bisson et al (1997, in press ) reported on a controlled study investigating the impact of debriefing in recent burn victims. Their 'no treatment' control group showed a gradual improvement in measures of psychological distress over time, compared with the debriefed group who showed little or no improvement up to 13 months post-incident. Moreover, the clinical outcome was inversely proportional to the length of the debriefing process.
The situation of burns victims or victims of natural disaster may not be altogether relevant or applicable to victims of sexual assault, the main difference being that the experience of rape impinges on and distorts a normal aspect of everyday life. It transforms a situation that is normally associated with pleasure, into a potential threat, associated with fear and avoidance. By contrast, the fear of fire and the anticipation of harm is merely reinforced by a burn injury, rather than challenged and negated. Also, rape is the result of deliberate human malevolence, as opposed to accident, and is therefore more likely to challenge the victim's pre-existing assumptions about their future safety, the predictability of repeated harm and the trustworthiness of their fellows. Finally, while burn victims may find it relatively easy to protect themselves against the threat of recurrence, rape victims, through perceiving all men as potential rapists and being unable to fully isolate themselves from potentially threatening situations, are constantly reminded of their vulnerabilty and inability to control their enviroment.
Although most victims describe debriefing or crisis intervention as 'helpful', this may not be reflected in standardised outcome measures, or imply that the process is therapeutic. Some researchers, however, have noted that even though it may be distressing to recall traumatic events, the process itself may still be experienced as positive and helpful (Brabin & Berah, 1995) and be immediately associated with a decrease in manifest anxiety (Pennebaker, 1993) as well as a better long-term outcome (Turner et al, 1993) . Even the simple process of repeated assessment appears to result in a more rapid reduction of distress . More empirical research is needed to define the active component of whatever intervention is being offered, as well as to examine the effectiveness of debriefing rape victims close to the time of the assault (Raphael et al, 1996) .
Cognitive-behavioural therapies
With the behavioural conceptualisation of raperelated responses as conditioned reactions to a traumatic event, several cognitive-behavioural treatment programmes have been developed for rape victims. A number of researchers have found improvement on a range of symptoms following a brief behavioural intervention programme (BBIP) (Kilpatrick et al, 1982; Veranen & Kilpatrick, 1983; Resick et ni, 1988; Eoa et al, 1991 Eoa et al, , 1995 . The programme consists of four main components, generally taking place over two sessions of four to six hours in total. First, the victim is asked to describe her experiences and given validation, understanding and non-judgemental support from the therapist. The second and third components include information about rape myths, information about the kinds of problems they are likely to experience and a conceptualisation of the development of rape-related problems. The final component of treatment is the introduction of a brief coping-skills training. Stress inoculation training (SIT; Meichenbaum, 1985) is the most comprehensive and wellresearched treatment programme for victims of sexual assault (Kilpatrick et al, 1982) . SIT is particularly indicated where persistent fear and anxiety are the main problems, rather than depression and avoidance. Treatment has two phases. The first is an education package in which the cognitive, emotional and physical responses to fear are explained within a framework that is understandable and makes sense to the victim. In the second phase, specific skills are taught to cope with target fears and their physical, behavioural and cognitive expressions. These include muscle relaxation and deep breathing, covert modelling and role playing, thought stoppage and guided self-dialogue. Throughout the process, the woman is encouraged to assess the actual probability of the feared event happening again, to manage the fear and avoidance behaviour, to control selfcriticism and self-devaluation and to engage in the feared behaviour, in and outside the sessions. Veronen & Kilpatrick (1983) carried out a controlled study, evaluating the effects of SIT with peer counselling and systematic desensitisation in rape victims who showed elevated fear and avoidance to specific phobic stimuli three months post-rape. More than 50% of rape victims rejected any type of therapy, which meant that the numbers were too small for any statistical analyses. However, the six women who completed 10 sessions of SITshowed marked improvement from pre-to post-treatment on most measures. Foa et al (1991) randomly assigned 45 rape victims to one of four treatment conditions: SIT, prolonged exposure, supportive counselling and a waiting-list control. After nine bi-weekly individual sessions, measures of PTSD,generalised anxiety and depression all improved at three months post-treatment. SIT and prolonged exposure were most effective in the reduction of PTSD symptoms, while supportive counselling and the waiting-list conditions improved the arousal symptoms but not the intrusive and avoidance symptoms of PTSD. At three-month follow-up, supportive counselling proved to be the least effective in symptom reduction.
Pharmocotherapy
Drug treatment may be indicated in cases of persistent depression or hyper-arousal, which results in a gross impairment of functioning (van der Kolk, 1987; Davidson, 1992) .In the acute phase the use of tranquillisers may provide symptomatic relief for sleep disturbance and generalised anxiety. Normally, medication should be used as an adjunct to other therapeutic approaches.
Specific behavioural interventions
Systematic desensitisation has been used, with variable results (Becker & Abel, 1981; Frank & Stewart, 1984) as has flooding and implosion and biofeedback (Blanchard & Abel, 1976) .There have also been positive results reported using relaxation training and visual-kinaesthetic dissociation with rape victims (Koziey & McLeod, 1987) , but the evidence is mainly derived from case reports. Specific behavioural treatments for sexual dysfunction (Becker & Skinner, 1983 , persistent phobic reactions and rape-related obsessive-compulsive disorder (Forman, 1980) are indicated.
Psychodynamic psychotherapy
The sense of loss experienced by many rape victims, associated with the experience of entrapment and humiliation, are potent prÃ©cipitants of depression in rape victims (Whiston, 1981; Brown et al, 1995) .In some cases the rape may act as the catalyst that sparks off a psychological and emotional response to previous trauma (usually childhood abuse) and unresolved conflict. The reactions are complex, diffuse and affect all aspects of the individual's personality. Time-limited cognitive-behavioural treatment, which focuses on the rape alone, is unlikely to be effective without addressing the wider context and meaning for the victim. Treatment, in cases of 'compounded' trauma, may well be long-term and exploratory, aimed at linking the present trauma with the past and working through previously unresolved conflicts. Thereisonly one controlledtrialofpsychodynamic psychotherapy versus hypnotherapy and systematic desensitisation compared with a waiting-list control group of 'mixed trauma' victims, which found that all three active treatment groups resulted in an immediate reduction in Impact of Events Scale (Ã•ES) scores, which was maintained at three-month follow-up (Brom et al, 1989) .
Eye movement desensitisation and reprocessing (EMDR)
There have recently been a number of case reports showing a successful outcome with the use of EMDR with trauma victims (Shapiro, 1989) , including victims of rape and assault. However, there are still relatively few individuals trained in the technique and the procedure lacks a convincing theoretical basis. MacCulloch & Feldman (1996) have suggested a conditioning model for EMDR, which relies on the presence of an investigatory reflex which opposes and inhibits avoidance mechanisms. Shapiro (1995) argues that EMDR produces a rapid, stable, desensitisation effect on flashbacks and traumatic memories so that, while they can still be recalled, they are no longer associated with anxiety and heightened arousal.
A recent unpublished controlled study of EMDR in rape victims found that, compared with a waiting-list group, the treatment resulted in an improvement on measures of PTSD and depres-sion after four 90 minute sessions, and this was maintained at three-month follow-up (details available from author).
Other treatment issues
The form of treatment offered will clearly depend on the condition that is diagnosed, regardless of the assumed aetiological factors, and must be preceded by careful clinical examination and assessment.
Associated alcohol and drug (legal and illegal) misuse often represents an attempt to counteract heightened states of anxiety and hyper-arousal, to induce sleep or relaxation. If persistent, they can become problems in their own right. Substance misuse is often underdiagnosed and may need to be specifically addressed in treatment, before addressing other areas of psychopathology.
Assertiveness training may be helpful for a number of women, helping to counteract the profound feelings of helplessness and vulnerability following rape and encouraging them to resume their former independent behaviour (Resick et al, 1988) .
Conclusions
More randomised controlled trials of treatment approaches are needed. Mental health profes sionals need to be aware of the importance of asking about a history of rape or sexual assault from all patients, being aware of the association between such experiences and the development of psychosocial and behavioural disturbance, as well as the importance of liaison with women's groups and community treatment resources.
